A 56-year-old man presented to the emergency department on the day of returning from Ethiopia because of multiple painful skin lesions. During his 2-month stay in Ethiopia, he visited a number of rural villages in Wolayta organizing public meetings. Approximately 1 week before returning to the United States, he noticed small raised red skin lesions in the left upper thigh, right lower abdomen, and lower back. In the emergency department, he was presumed to have multiple skin abscesses with cellulitis. He underwent a CT scan of the abdomen and pelvis with intravenous contrast to evaluate the extent of infection, which showed multiple skin thickening with inflammatory changes without fluid collection. He was started on intravenous vancomycin and piperacillin/tazobactam and was admitted to general medicine service for further intravenous antibiotic therapy.
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When we evaluated the patient on the following day of admission, there were two erythematous skin lesions in his right lower abdomen and back with a part of larvae visualized in the center (Figure 1 ). For each lesion, pressure was applied from both sides and the larva was extracted using forceps. Two larvae were collected alive and sent for microscopic examination. Based on the shape and size, cuticular spines, and spiracular plates and peritremes, the larvae were most consistent with Cordylobia anthropophaga (tumbu fly) ( Figure 2 ). There were two other ulcerative lesions, but larvae were not detected even with the use of bedside ultrasound. We suspected that the larvae had already migrated out from these lesions, although the patient had no recollection of seeing larvae.
Cases of myiasis due to C. anthropophaga have been reported in the Unites States in patients returning from endemic areas. 1 Adult flies tend to lay eggs on soiled clothing, and the larvae burrow into the subcutaneous tissue after contact with the skin. 2 Careful examination of all skin lesions and the knowledge of myiasis are important for the diagnosis and to avoid unnecessary testing and antibiotic administration. Ultrasound can be used when direct visualization is difficult. 3 Various techniques have been proposed to remove the larva, including mechanical removal, forcing the larvae to the surface by occlusion of the punctum, and hydraulic expulsion. 3, 4 
